1. One sheet per patient to be completed by the bronchoscopist performing the procedure and then filed in the notes (part 1 completed for the first patient only).
2. Please tick each box to confirm that the point has been reviewed or discussed with the team if it is applicable (it may not always be so e.g. face masks are not needed in a non-infectious case) but all boxes should be ticked for every patient to show you have considered the point. You may write additional notes if needed. 
PRIOR TO STARTING SESSION

PRIOR TO PROCEDURE
• Identify the patient
• Written informed consent
• Spirometry (if applicable)
• Clotting profile (if applicable)
• Are they taking anticoagulants?
• Do the have a drug allergy?
• CT available and reviewed (if applicable)
• What samples do we anticipate taking?
• Infection control measures (if suspected TB)
• Do we already have positive sputum AFBs?
• Do we have IV access?
• Baseline heart rate and oxygen saturations noted
• Do we anticipate any problems?
AFTER PROCEDURE
• Has the procedure note been completed correctly?
• Nursing staff delegated to label samples?
• Post-procedure note of heart rate and oxygen saturations
• Does the clinician looking after the patient need to be informed e.g. for MDT purposes? 
